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ABSTRACT 
Community participation is a concept that has been advocated for by bodies such as the 
World Health Organization (WHO) for over two decades. In South Africa, community 
participation was included in the National Health Act (61 of 2003). Clinic and Community 
health facility committees were legislated as a method of involving communities in 
promoting health and improving health outcomes. During the year 2010, a process was 
initiated by the Nelson Mandela Bay Municipality (NMBM) to establish and train health 
committees at all health facilities. The purpose of this research report was to evaluate 
the effectiveness of community health committees within the Nelson Mandela Bay 
Municipality, since 2010. Guidelines given in the Policy on the Establishment and 
Functioning of Clinic and Community Health Centre Committee (2009) were utilized as 
a point of reference for this study. The results showed that the community health 
committees trained in 2010 were functioning effectively as a result of the policy 
guidelines given. There still needs to be an improvement in the involvement of ward 
councilors, as stipulated in the National Health Act (61 of 2003), as well as in the 
implementation of the fundraising role, as set out in the Health Departments policy 
guidelines for health committees to implement. 
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CHAPTER 1 
INTRODUCTION 
1.1 Background 
Community Participation and health 
Community participation in health is a concept that has been advocated for by bodies 
such as the World Health Organization (WHO) for over three decades. This was clearly 
documented at the WHO International Conference held in 1978, which proposed 
strategies for achieving ‘Health for All’. The Alma Ata Declaration of 1978 recognised 
community participation as a strategy that would provide for health care that is 
accessible and appropriate to its user (Rutebemberwa et al, 2009:147). Kaseje et al 
(2010:596) states that community participation within the health system is a process 
that is able to bring about increased trust in the health department. Kaseje et al 
(2010:596) also state that through consistent partnership with the community, the health 
system can enlarge their choices as it pertains to them making “rational evidence-based 
decisions” and that through participation, both the supply and demand sides of health 
delivery can be improved.  Well solicited community participation ensures that the 
decisions made about health service delivery are not only informed by health 
professionals but also by the users of the health system (Rutebemberwa, et al, 
2009:147). The views of the communities being served by the health system, globally 
and locally, are an imperative ingredient in determining what the specific health needs 
are in that community and thus the delivery of effective services and resources 
(2009:147). 
The South African Context 
The South African Constitution (1996), which is the country’s supreme law, contains a 
Bill of Rights which binds all organs of state and emphasises the values of democracy, 
equality, freedom and human dignity. By promoting community participation in health, 
the equality, the right to freedom of speech and the health care are promoted. Section 9 
of the Constitution states that, “To promote the achievement of equality, legislative and 
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other measures designed to protect or advance persons or categories of persons, 
disadvantaged by unfair discrimination may be taken.”(1996:1249) The constitution 
(1996:1243) was adopted so as to “Improve the quality of life of all citizens and free the 
potential of each person.” Meier, Pardue & London (2012:3), in a study of the policy 
framework for community participation in health, in the Western Cape Province of South 
Africa, state that “participation leads to an increased sense of partnership, decreasing 
isolation by fostering improved relationships between health providers and the 
community, and thereby positively affecting individual beliefs about government.” 
Supporting the South African Constitution are the Batho Pele principles. These 
principles serve to guide service delivery for all public institutions. The principles include 
the following: consultation, service standards, access, courtesy, information, openness 
and transparency, redress and value for money. The principle of consultation and that of 
service standards are important principles that serve to promote community 
participation in health service delivery. The principle of consultation states that “Citizens 
should be consulted about the quality of the public services they receive and, wherever 
possible, they should be given a choice of service offered.”(Andersson et al, 2004:284). 
The service standards principle states that “Citizens should be told what level and 
quality of public services they will receive, so they are aware of what to 
expect.”(Andersson et al, 2004:385).  
In South Africa, community participation has been included in the National Health Act 
(61 of 2003). An avenue for community participation is the establishment of clinic and 
community health centre committees at facilities. The Act states that the establishment 
and the prescription of functions for these health committees is an aspect that will 
emerge from provincial legislation.1 
The White Paper on the Transformation of Health in South Africa’s (Government 
Gazette Vol. 382 No 17910, 1997) aims “to present to the people of South Africa a set 
                                                          
1 There are two distinctly different names for these committee structures: Clinic committees and Community 
Health Committees.  A discussion about the name was informed by the Provincial Department of Health which 
gave NMBM autonomy to decide on the name and a committee resolved to name these structures Community 
Health Committees. It is the name used in the White Paper on the Transformation of Health in South Africa. 
(Government Gazette Vol. 382 No 17910, Pretoria) 
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of policy objectives and principles upon which the Unified National Health System of 
South Africa will be based.” (1997:1). It has community participation across the health 
sector as one of its key objectives. It states that “It is essential to obtain the active 
participation and involvement of all sectors of South African society in health and health-
related activities. All sections of the community, all members of households and families 
and all individuals should be actively involved, in order to achieve the health 
consciousness and commitment necessary for the attainment of goals set at the various 
levels. The people of South Africa have to realise that, without their active participation 
and involvement, little progress can be made in improving their health status.” (1997:5) 
The aim of this research report is thus to evaluate the functioning of community health 
committees within Nelson Mandela Bay Municipality’s (NMBM) communities, since their 
formal establishment and training in 2010. In this year, Nelson Mandela Bay 
Municipality commissioned the Community Development Unit at NMMU to establish and 
train community health committees throughout the municipality.  48 committees, one per 
health facility, were established and trained (Boulle, 2010:24). The National Health Act 
(61 of 2003) stipulates that each health committee needs to be made up of one or more 
local government councillor, one or more member of the community served by the 
health facility and the head of the clinic or health facility in question. 
An African Way 
Samuel Jegede (2009), in his study entitled “African Ethics, Health Care Research and 
Community and Individual Participation”, states that, in Africa, everything grows from 
communal values and that an individual, in the African community, does not exist in 
isolation but does so within a network of cultural and social relationships. He notes that 
this specific aspect is the one that then determines how an individual in the African 
context makes decisions regarding important issues such as their health lifestyle. This 
enhances the usefulness and purpose of community health committees as members 
can debate, discuss and support communities on their health lifestyles. This function of 
community health committees is clearly depicted in a study by Boulle (2007:75) where 
health committee members indicated how imperative it was for them to be intricately 
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involved with the planning of activities and even budgeting within their local health 
facility. 
Nelson Mandela Bay, a city in the Eastern Cape Province 
The Eastern Cape, in a study conducted by the Department of Agriculture in 2005,  
rated number eight out of nine, as it pertains to income per capita or per household, 
meaning that it has the second lowest income level in the country (PROVIDE Project, 
2005:1). 
Statistics South Africa (SSA) in 2000 indicated that the population of Nelson Mandela 
Bay constituted 13.5% of the population of the Eastern Cape Province. 56.2% of the 
population was African, 25.2% was Coloured, 2.1% was Asian and 16.5% was White 
(SSA, 2002). High poverty rates prevail in NMBM even as they do in most parts of 
South Africa (PROVIDE Project, 2005:7). NMBM is constantly thriving to ensure 
economic development and to specifically provide comprehensive primary health care 
to the community (NMBM Functional Area Service Delivery Report, 2011:219). 
According to the report, one of the main health sector’s strategic objectives includes 
developing health consciousness in communities as well as to improve the 
Municipality’s clinic standards (2011: 221). The role of health committees is to support 
both these objectives in promoting health and in their oversight of the health facilities.  
Both consciousness and service delivery standards are better executed when an 
understanding of the community being served is developed.  
1.2 The Research Problem 
Community participation plays a major role in ensuring that the Municipality’s goals are 
more effective in their implementation. 
The Policy on the Establishment and Functioning of Clinic and Community Health 
Centre Committees (2009:22) states that the policy must be reviewed every three years. 
This guided research report aims to support the process of review in the NMBM, with 
specific reference to the roles and functions of the health committees. The Eastern 
Cape Department of Health’s final draft of their “Policy on the establishment and 
functioning of clinic and community health centre committees” was officially approved 
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and promulgated in May of 2009. Guidelines given in the policy will be utilized as a point 
of reference for this study.  
The aim of this research report is to evaluate the functioning of community health 
committees, with specific reference to their specified roles within Nelson Mandela Bay 
Municipality’s (NMBM).  
1.3 The Research Aims and Objectives  
The 2009 policy guidelines on the Establishment and functioning of clinic committees, 
which were used (Eastern Cape Department of Health, 2009), when establishing the 
health committees, indicate four main roles: 
 The first of these roles is oversight. It involves the tasks of observing, monitoring 
and reporting.  
 The second role is that of advocacy and the tasks include providing information, 
advocating and encouraging the optimal use of each health facility.  
 The third role of social mobilisation entails creating awareness, co-ordinating and 
supporting campaigns and mobilising local communities.  
 The final fundraising role includes raising and managing funds (2009:15-17).  
In their description, the above roles carry significant weight and potential in promoting 
and bringing about development within evolving or growing communities. High 
standards of health service delivery in this case become an important issue in that, as 
Andersson et al (2004:381) have argued earlier that, high standards of health enhance 
poverty reduction competences within a community.  
This research report will thus utilise the four abovementioned roles as a focus of 
evaluation for the work and functioning of health committees. This research aims to 
determine the effectiveness of the health committees in NMBM in carrying out their 
roles given that they have been afforded training so as to be able to deliver. Using 
qualitative research methods, namely, focus group discussions and interviews, 
questions will be asked of community health committee members and facility staff 
members about the current implementation of the roles, in a manner that is both 
exploratory and reflective. 
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1.4 The Scope and Scale of Research  
The intention is to review four health committees within the Bay. The selection of these 
committees will be based on geographic location; two committees will be based in a 
township area, one in a modern suburb and the last located within one of the 
municipality’s central business districts (CBD). NMBM consists of three towns, namely 
Port Elizabeth, Uitenage and Despatch. Community health committees from the three 
areas will be brought into consideration when selecting the four health committees for 
evaluation. The selection of these committees is supported by the Nelson Mandela 
Bay’s Department of Health and will include currently functioning health committees. 
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CHAPTER 2 
LITERATURE REVIEW 
2.1 Introduction 
The literature in this chapter was sourced from various databases such as Google 
Scholar and EBSCOHOST which includes search engines such as Academic Search 
Complete, E-Journals, ERIC, Health Source- Consumer Edition and MasterFILE 
Premier. The majority of the literature is made up of peer reviewed articles and also 
includes conference reports and academic article reviews.  
The form of literature review starts with a definition of community participation in health 
and how it is considered globally. The literature review continues to elaborate on the 
role of community participation in development and the structures established to 
promote community participation in health globally. The operation of community health 
committees as a legislated form of community participation in South Africa will be 
outlined next. The literature review will then indicate how the operation of health 
committees has affected the process of health service delivery at national and local 
(specifically NMBM) levels.  
2.2 Community Participation in Health 
The Alma Ata Declaration was compiled in 1978.  It was drafted at a WHO Conference 
with the theme of “Health for All”. It changed the course of health care in communities 
worldwide. One of the Alma Ata Declaration’s (WHO, 1978:1) key principles states, “The 
people have the right and duty to participate individually and collectively in the planning 
and implementation of their health care.” In addition it notes that primary health care 
“requires and promotes maximum community and individual self-reliance and 
participation in the planning, organization, operation and control of primary health care, 
making fullest use of local, national and other available resources; and to this end 
develops through appropriate education the ability of communities to participate.”(WHO, 
1978:2)   
Community participation can be understood as the shared contribution of local people in 
calculating their needs and organising approaches to meet those needs 
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(Zakus&Lysack, 1998). Preston, Waugh, Larkins and Taylor (2010) conducted a study 
to investigate the role played by community participation in rural primary health care 
services. The study revealed that community participation results in positive health 
outcomes and in an increased use of health services in a community. The literature 
revealed that in most instances community participation in health results in better 
access to health services, in the delivery of culturally appropriate services and even the 
rescuing of services under threat of closure (Preston et al, 2010). 
In another study Nathan, Johnston and Braithwaite (2010) investigate the expectations 
that health service staff members have on the roles of community representatives within 
a formal Community Participation Program. The study was conducted in an Area Health 
Service in Australia. Over 60% of the staff members appreciated community 
representatives for the knowledge and understanding that they brought into the facility, 
especially in aiding with decision making (Nathan et al, 2010).  
2.3 Community Participation in Health and Development 
Paul (1987), in writing for the World Bank, states that in a development context, 
community participation refers to a dynamic process where receivers influence the path 
and implementation of development projects rather than simply receive a share of 
project benefits. He states that community participation can positively influence the 
course of development in housing, health and agricultural projects (Paul, 1987). Paul 
(1987) identified capacity building and empowerment as some of the objectives set to 
be achieved through community participation.  
 
Meier, Pardue & London (2012:3) state that “Community participation in the health 
system has come to be seen as a key component of any rights-based health policy. An 
instrumental aspect of the human right to health—and an independent human right, an 
end unto itself—such participation allows for sustainable health services that more 
effectively address local needs.” This is the reason they state that the establishing of 
health committees as structures for participation promotes community involvement in 
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the health system, and that it creates physical sites for health-related rights. Meier et al 
(2012:3) claims that “it echoes fundamental values of the New South Africa.”  
With regard to development, Andersson et al (2004:381) state that health and human 
rights are interconnected and that “good health creates and sustains the capabilities 
that poor people need to escape from poverty.” As such Anderson et al then conclude 
by emphasizing that enhancing the levels of health in the community is in not just an 
“outcome” but a “way of achieving” development (Andersson et al, 2004:381). 
To elaborate on the aspect of development, Todaro and Smith (2009) state that the 
delivery of good health services is mainly associated with a high level of education and 
better quality of human capital for any given country. In relation to economic 
development, Todaro and Smith have found health and education to be “ends-in-
themselves” (2009). Todaro and Smith (2009) suggest that if an economy decides to 
invest more capital in health delivery, there is a high potential of increasing the returns 
on the investment made on education and vice versa. Given this, it would seem evident 
that improvements in a number of developmental aspects are dependent on improving 
the health delivery system. Community participation is ideally one of the tools that can 
promote this cause. Sectors affected will include education sectors, industrial sectors 
(public and private) as well as overall plans of the government.  
Rusike (2012) in her study, focusing on health centre committees in Zimbabwe, 
highlights community participation and quotes the WHO (1978) in stating “It forms an 
integral part, both of the country's health system, of which it is the central function and 
main focus, and of the overall social and economic development of the community. 
2.4 Health Committees as structures for Community Participation 
The establishment of health committees, as a form of community participation, has 
proven to be a significant tool specifically in aiding the “Health for All” initiative of the 
World Health Organization (WHO, 1987). It is a formalised structure which provides an 
opportunity for the community voice to be heard. The key role of health committees is to 
provide representation of the general community within the health facility that serves 
that community. Health committees go by different titles worldwide. They may be 
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referred to as community health committees, health facility/centre committees, health 
unit management committees or simply health committees. 
In the study by Nathan et al (2010: 274-275), the United Kingdom government set up a 
Community Participation Framework which was there to outline that the aims of 
community participation are to ensure that: 
 Consumers, carers and the community are involved in planning, delivery and 
evaluation of services. 
 Local communities are well informed. 
 There is transparency and accountability in decision-making and evaluation. 
In Senegal Willis and Khan (2009) noted that community involvement is centred on 
health committees whereby the government has given them the responsibilities of 
gathering and utilising local resources in order to improve the quality of care in health 
facilities. The study in Senegal also shows that the effect of health committees included 
increased effective community participation in issues of their own well-being, improved 
inter-sectorial co-operation and resulted in the faster handling of administrative issues 
(Willis & Khan, 2009).  
A longitudinal study conducted by Sohani (2005) in Kenya reported that the formation of 
health facility committees contributed to the improvement of physical structures and 
service delivery at intervention sites. Many of the committees are reported to have 
mobilised resources and constructed laboratories, toilets, water tanks and maternity 
wings. All the health committees also improved in their decision making process 
concerning resource generation, financing and management (Sohani, 2005).  
A study by Iwami and Petchey (2002), conducted in Peru, concluded by stating that 
facilities with health committees operated better than facilities without health 
committees. Facilities with the health committees recorded better client satisfaction and 
higher access for the most poor. The effect is said to have been as a result of better 
outreach initiatives as well as the complete eradication of user fees for the poor in the 
community (2002). 
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In her study, Rusike (2012:2) highlights that “In Zimbabwe, Health Centre Committees 
(HCCs) were originally proposed by the Ministry of Health and Child Welfare in the early 
1980s to assist communities to identify their priority health problems, plan how to raise 
their own resources, organize and manage community contributions, and tap available 
resources for community development.” 
A study, (McCoy, Hall & Ridge, 2011) took the form of a literature review and intended 
to evaluate the effectiveness of health facility committees in low and medium income 
countries. It found that in Peru, committees for health administration are given the tasks 
of managing finances and to assess the local health needs. In Kenya, dispensary health 
committee oversee the general running of the facility, the use of local revenue and to 
advise the community on health issues (Goodman, Opwora, Kabare & Molyneux, 
2011:5).  
2.5 Health Committees in South Africa 
The White Paper on the Transformation of the Health System in South Africa (1997:7) 
set a goal to foster community participation across the health sector. This includes the 
following:  
 Involve communities in various aspects of the planning and provision of health 
services; 
 Establish mechanisms to improve public accountability and promote dialogue 
and feedback between the public and health providers; 
 Encourage communities to take greater responsibility for their own health 
promotion and care.  
The White Paper (1997:19) also states that, “Clinic, health centre and hospital 
community health committees should be established to permit service users to 
participate in the planning and provision of services in health facilities.” 
As already indicated, the National Health Act (60 of 2003) makes provision for health 
committees, termed clinic and community health centre committees. It stipulates that 
each health committee needs to be made up of one or more local government 
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councillor, one or more members of the community served by the health facility and the 
head of the clinic or health facility in question.  
2.5.1 Roles of Health Committees 
The White Paper on the Transformation of the Health System in South Africa (1997:20) 
is clear about Health Committees. It states about community health committees that, 
“The roles and powers of elected representatives should be clarified.” Some of the 
mandates that it lays out for health committees include that “The essential PHC 
package should be negotiated between the providers and the communities, to ensure 
that priorities perceived by the communities are addressed and that the communities 
have a clear understanding of their entitlements.” And that “Simple community-based 
information systems should be established by communities with the support of the 
health staff, to provide the information needed for the identification of priorities, the 
monitoring of progress made towards locally-established objectives and decisions on 
actions to be taken.” (1997:20) This White Paper (1997) also lays out the role of the 
District Health System which includes providing for community participation in health 
promotion and health service provision.  
In the Eastern Cape, for instance, the Department of Health formulated the Policy on 
the Establishment and Functioning of Clinic and Community Health Centre Committees 
(2009). The policy serves to guide and provides for specific roles to be executed by 
health committees in the Eastern Cape. In this policy document (2009:5), the MEC for 
Health states “Their aim is to involve communities in the planning and provision of 
health services, promoting public accountability and encouraging communities to take 
greater responsibility for their health.  Broadly, they serve as the dynamic link between 
the community, health facility, and district health council as well as fostering co-
operative governance.” 
Boulle (2007:6), in a study on developing an understanding of the factors related to the 
effective functioning of community health committees, in Nelson Mandela Bay 
Municipality, emphasises that community health committees serve to promote shared 
governance:  
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“They serve an important function in partnering with the health services to ensure that 
the broad health needs of the local community are addressed. Their intention is to 
involve communities in the planning and provision of health services, promoting public 
accountability and encouraging communities to take greater responsibility for health 
promotion.” 
In the Western Cape, a Draft Policy Framework for Community 
Participation/Governance Structures for Health has been written (Haricharan, 2010). In 
the study by Haricharan (2010:33), “The research found that health committees play an 
important role in assisting and supporting clinics, as well as in raising awareness, 
assisting clinics in projects, and assisting patients in various ways including social 
‘upliftment’.”  
In another study conducted to assess the functioning of health committees in all nine 
provinces in South Africa by Padarath & Friedman (2008) revealed that, nationally, only 
75% of established health committees had a constitution. A constitution is formulated to 
describe the nature, principles and functions of a body or organisation. The study 
uncovered that 84% of the health committees in South Africa had established their roles 
as mainly those of oversight and mediation. Most committees reported their importance 
in having to play the role of problem solving when it came to health services within their 
communities (Padarath & Friedman, 2008). 
2.5.2 The Effect of Health Committees 
At an international level, in countries such as Uganda, Kenya and Peru, McCoy et al 
(2011) noted that factors such as staff attitudes, clarity on authority and socio-political 
conditions affected the effectiveness of community health committees. In Zimbabwe 
Loewenson, Rusike & Zulu (2004) reported that through meeting community needs 
such as organising drug purchases and building water tanks, the credibility of health 
committees increased with health staff and the community. 
In Australia, health staff members said that health committees had a positive impact 
within their health facilities (Nathan et al, 2010). The staff members report:  
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“The most common type of impact identified by staff were in strategic planning, priority 
setting, service re-design or service delivery, followed by the impact on the conduct of 
meetings and improved signage and patient information.” (Nathan et al, 2010:277) 
A limited number of studies were conducted about the effect of community health 
committees within South Africa. The overall findings indicate that problem solving, 
health education and volunteer services are the main roles being played by health 
committees (Padarath& Friedman, 2008).  
Boulle (2007) stated that the contribution made by community health committees had a 
positive effect within the Nelson Mandela Bay and that that effect stretched far beyond 
emotional support. She noted that health committee members would even provide 
material assistance to their community members. 
The study assessing the effectiveness of health committee within South Africa noted 
that the poor settings within which the committees are formed may be the limiting factor 
for increased health committee effectiveness (Padarath& Friedman, 2008). For 
example, committee members are said to have trouble affording travel costs when they 
need to get to and from committee meetings. The study concludes that “The issue of the 
roles and responsibilities of clinic committee members needs attention as the research 
has highlighted the gap that exists in this regard.”(2008:45) 
2.5.3 Health Committees in the Eastern Cape and NMBM 
From the Eastern Cape’s health policy guidelines, the following are the General 
Objectives of Community Health Committees (2010): 
 Involve communities in the various aspects of planning and provision of the 
health services within their local catchment areas; 
 Establish mechanisms to improve public accountability and promote dialogue 
and feedback between the public and health providers, i.e. public clinics and 
community health centres; 
 Encourage communities to take greater responsibility for their own health, 
through health promotion, healthy lifestyles and participation in environmental 
health issues. 
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The four principal roles of the health committees as described in the policy document 
include oversight, advocacy, fundraising and community mobilisation. 
The Eastern Cape’s policy guidelines stipulate that each health committee should 
consist of a minimum of five members and a maximum of fifteen members. The main or 
executive committee needs to consist of five office bearers, namely, a chairperson, vice 
chairperson, a secretary, vice secretary and a treasurer (Eastern Cape Department of 
Health, 2009).  The policy guidelines provide opportunity for local diversity to be 
reflected in every health committee. It indicates that each committee should have one 
representative from religious communities, youth formations, women’s groups, 
traditional practitioners and disabled persons.   
Boulle (2007: IV) conducted her study before the final policy guidelines were published 
and she highlighted the following: 
“The findings indicated that Community Health Committees are not functioning as per 
their original intention and that the relevant policies have not been accurately translated 
into practice. Their membership composition was found to be a major contributory factor 
inhibiting their effective functioning. Community Health Committees appear mostly to be 
composed of health volunteers who are in receipt of a stipend, and serve as an 
extension of the services of the health facilities. There was little evidence of the 
membership composition including local government councillors and health facility staff 
participation as required by legislation.” 
2.6 Conclusion 
From international literature, it would seem evident that community participation 
supports the provision of efficient and sustainable primary health care and that it 
contributes significantly to the process of development. With the support of 
governmental policies and legislation, a large contribution has been made by 
community members worldwide and specifically in the South African context.  
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CHAPTER 3 
METHODOLOGY 
3.1 Aims and Objectives 
The aims of this research report were: 
 To evaluate the functioning of community health committees within Nelson 
Mandela Bay Municipality’s (NMBM), since their training in 2010. 
 To evaluate the roles currently being implemented by community health 
committees in relation to the Department of Health guidelines, within the NMBM. 
 To give recommendations for the future functioning of health committees within 
the NMBM. 
3.2 Methodology 
This research report was compiled using the qualitative research method. This research 
approach fosters the emergence of various themes and perspectives within the 
research findings and also for the research participants (Henning 2004: 5). 
The qualitative research techniques that were used for data collection for the purpose of 
this study were that of conducting in-depth, standardised individual survey interviews, 
as well as facilitating focus group discussions with specific community health 
committees in the NMBM. Holstein and Gubrium (2004) state that, “interview 
participants are practitioners in everyday life, constantly working to discern and 
designate the recognisable and orderly features of the experience in question.” The 
aspect noted above is one of the reasons that conducting individual interviews was 
used for this research report. The four individual in-depth interviews were conducted 
with the aim of getting additional, supporting information from facility managers who 
were to later form part of the focus group discussions to be conducted, also as 
members of the community health committees. 
Three focus group discussions were conducted with the aim of soliciting realistic and 
practical information from individuals that form part of community health committees 
within NMBM. Conducting focus group discussions is a method in which data is 
collected through the interaction of a selected group of people, whereby group 
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discussions are co-ordinated by a researcher, all in order to “focus” around a specific 
topic or problem (Wilkinson 2004: 177). In the case of this research report the topic of 
focus was the evaluation of the functioning of community health committees within the 
Nelson Mandela Bay Municipality (NMBM). The focus was on their functioning over the 
past period since their training in 2010 and to evaluate the roles currently being 
implemented by community health committees as described in the Department of 
Health policy, within the NMBM. 
3.3 Sample 
The sample population consisted of 48 health committees, with a total of 495 committee 
members that were trained in 2010. From this population, four health committees were 
selected to be involved in the study, based on geographic location; two committees 
were based in a township area, one in a modern suburb and the last located within the 
municipality’s central business district (CBD).  
As noted in the first chapter, there are various racial and socio-economic groups found 
within NMBM. They are represented broadly within the different locations noted above 
and this provided the motivation for the selection of health committees at different 
geographic locations.  
The four health facility managers from the selected four health facilities, who are ex-
officio members of the committees, were requested to be interviewees. Their purpose 
was to provide in-depth insight on the operations of the health committees from 2010 to 
date. They also served to give insight and a facility management perspective as to how 
the training and establishment of the health committees has brought about a change in 
the health facilities in question. 
3.4 Selection Process of the Focus Groups and interview participants 
The Eastern Cape’s Department of Health holds the database of all currently functioning 
health committees in the NMBM. The Department of Health’s Sub-District Manager and 
the health promotion Managerswere initially requested to assist in identifying all the 
functioning health committees within the NMBM.  
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The researcher was first introduced to the health committees by her research 
supervisor. The researcher, her colleague and their supervisor attended a health sub-
district meeting which was initiated by the Department of Health’s NMBM District 
Manager. The supervisor was well known to the health committee members attending 
the meeting as well as by the officials hosting the meeting. The Supervisor used the 
opportunity to introduce the students and their research to the health committee 
members.  In her introduction she informed the committee members about the nature of 
the research and solicited support from each health committee represented in the 
meeting.  
With the assistance of her supervisor and Department of Health officials in the meeting, 
the researcher was able to identify three operational health committees with which she 
could conduct her research. One committee was from a township area, one from a CBD 
area and the third from a suburban residential area. The fourth operational health 
committee was also identified by the research supervisor. This health committee was 
from a township area, in a different district from the other three committees.  
All the health facilities identified were visited by the researcher in order to personally 
explain the objectives of the study. The researcher made contact with all the 
chairpersons from the committees, with the exception of one committee whereby the 
secretary helped with making all the necessary arrangements to meet with the 
committee. Contact was then made with all the facility managers through the 
chairpersons. 
3.5 Data Collection 
Focus group discussions and in-depth interviews are the methods that were utilised for 
the purpose of this research. A set of pre-determined questions were set in place to 
conduct the interviews in order to evaluate the functioning of the NMBM health 
committees since their training in 2010. (See Appendix 1 for a copy of the interview and 
focus group discussion questions) 
The researcher recorded all the focus group and individual interview proceedings. A 
second facilitator also assisted by taking notes and distributing information in the 
19 
 
running of the focus group discussions. Letters of approval from the Department of 
Health (see Appendix 2) were given to each health facility manager prior to conducting 
the interviews and focus group discussions. Each individual interview was conducted 
before the focus group discussions took place for each health facility. 
The first focus group discussion was preceded by an interview with the facility manager. 
This was held at one of the township clinics. The facility manager has worked with the 
community health committee since its election and formal training in 2010. She also 
attended all the training sessions provided through NMMU in 2010. The official 
operation of the first health committee started in 2011. The interview was immediately 
followed by the focus group discussion and in attendance were two women and four 
men, including the facility manager. The facility manager was present, as an ex-officio 
member. A representative from the Ward Councillors office, who was meeting with the 
committee for the very first time, was also part of the discussion and as an ex-officio 
member. A Labour Union Representative was also present in the discussion, as an ex-
officio member. Three executive members were then in attendance, namely the 
Chairperson, the Vice-Chairperson and an Additional member from the community. 
The facility manager in the second interview worked in the clinic within a suburban 
residential area. He also started his work with the health committee within his facility 
from its election and training in 2010. In attendance, in the focus group discussion that 
followed was the facility manager, as an ex-officio member, another facility staff 
member, an ex-officio member and two executive members, the Chairperson and 
Secretary. The health committee in this facility started its operation with ten members 
but with time it has reduced to only four active members. 
Following the above health facility interview and focus group discussion was an 
interview with a facility manager from the clinic in the second township area. He has 
worked with community health committees since 2009. He initially worked with an 
interim health committee within his facility and then moved on into the training and 
election of a completely new committee in 2010. Since then there have been changes to 
the composition of the health committee that was initially elected in 2010 but the current 
committee also operates under the jurisdiction of the Department of Health’s policy 
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guidelines. Most of the committee members that attended the focus group discussion 
joined the committee at the end of 2011, with the exception of the secretary who joined 
the committee in March of 2011 but also did not attended training in 2010. In total, this 
health committee consists of twenty members but only six members were able to attend 
the focus group discussion. The secretary and the vice-secretary were in attendance, a 
representative from traditional healers was in attendance and a representative from the 
Initiation school in that community was in attendance. As ex-officio members, the 
Labour Union Representative was in attendance, as well as a representative from the 
Ward Councillors office, who was also meeting with the committee for the very first time. 
With the exception of the ex-officio members, at the time of the focus group discussion, 
none of the health committee members were employed. Their main reason for joining 
the committee was their joint vision to ensure the optimum wellbeing of their community 
members. 
Due to individual work commitments, the final community health committee was unable 
to meet in order for the focus group discussion to take place. This committee was from 
the CBD area. The researcher was only able to secure an interview with the health 
facility manager, who has also been working with the community health committee in 
her facility since its election and training in 2010. This community health committee 
consists of eight active members, three ex-officio members, namely, the facility 
manager, the vice-facility manager and a lay counsellor, as well as five executive 
committee members, namely, the chairperson, the vice-chairperson, the secretary, vice-
secretary and treasurer. All the members in this committee are employed full-time. 
3.6 Validity and Reliability 
With the exception of the one health committee, all the individual interviews were 
conducted before the focus discussions took place. The researcher was therefore able 
to compare the information provided by the health facility manager with the information 
that was provided by the health committee. This served to corroborate descriptions to 
increase the validity of the research. The questions posed in each interview and in each 
focus group discussion were also the same, thus supporting the development of a 
reliable set of results. 
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The notes recorded by the researcher’s co-facilitator aided in increasing the validity and 
reliability of the research data. The notes helped the researcher in verifying the names, 
gender and the executive positions held by the participants. The proceedings of the 
interviews and focus group discussions were also recorded electronically. This therefore 
aided the researcher in transcribing the information, reading and re-reading the 
information, as well as listening to the data given again when necessary. 
3.7 Data Analysis 
Thematic analysis is the form of data analysis that was utilised for the purpose of this 
research. The transcription of the focus group and interview recordings as well as the 
reading of the process notes, numerous times, served to develop a more 
comprehensive understanding required by the researcher and also ensured that the 
researcher did not miss any vital information. The findings that literature revealed were 
also used in order to analyse the themes that were found in this research process.  
3.8 Ethical Considerations 
The research purpose was to evaluate the functioning of community health committees 
within Nelson Mandela Bay Municipality, since their training in 2010. The research 
required the researcher to get approval from the Eastern Cape’s Department of Health, 
since the research was to be conducted in the context of health facilities. The approval 
process first included making contact with the Health Department’s Clinical Manager in 
order to present our research aims and objectives. The Department then provided the 
research supervisor with information on sub-district health committee meetings that 
were to take place within NMBM. Through attending the meetings the researcher was 
then able to make contact with the relevant community health committees. On the 13th 
of August 2012 the researcher then went to the Office of the Nelson Mandela Bay 
Health District Manager in order to receive letters of approval and to sign an indemnity 
form before proceeding with data collection at the health facilities. 
Prior to gaining governmental approval however, the research had to gain institutional 
approval from the Nelson Mandela Metropolitan University’s Research Ethics 
Committee, for human subjects (REC-H). An application form had to be filled in and it 
had to be accompanied by Annexures 1 to 5 (see Appendix 3), which included a 
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consent form. The consent form included a declaration by the research participants, 
indicating that they understood the aims and objectives of the study, that their identity 
would be kept confidential and that they were participating on a voluntary basis. Also 
accompanying the Ethics form were participation request letters to the Department of 
Health and information to be given to the health committee members, prior to 
participation in the study. The application was put in on the 11th of May 2012 and was 
approved on the 21st of June 2012. 
 
  
23 
 
CHAPTER 4  
RESULTS AND DISCUSSIONS 
4.1 Introduction 
A total of 370 NGOs and CBOs were sent letters and invited to participate in the 
establishment of legally compliant community health committees in 2010. In addition, a 
mobilisation and marketing campaign was also implemented whereby all organisations 
were encouraged to participate. 48 health committees were established at the end of 
the process.  
For the purpose of this research report four health committees were selected to 
participate in the study. Their selection was based on their geographical location. With 
the aid of officials from health facilities and the Department of Health, the contact details 
of key members of four well-functioning committees were provided for the purpose of 
participation in this study.  
The contents of this chapter will outline, firstly, the functioning of CHCs within NMBM 
since 2010 and then the focus will be on the four roles of CHCs as described in the 
Policy on the Establishment and Functioning of Clinic and Community Health Centre 
Committees (Republic of South Africa, 2009).  
4.2 The functioning of community health committees within Nelson Mandela Bay 
Municipality’s (NMBM) communities, since their training in 2010 
The community health committees and facility managers who were involved in this 
study operate within three different geographical locations, where there are different 
socio-economic circumstances, as well as a diverse racial population. As stated in the 
previous chapter, one committee operates in one of the CBD areas within NMBM. This 
committee consists of eight active health committee members and they have a meeting 
once a month. The second health committee is in a suburban residential area, with four 
active members and they also meet once a month. The last two committees are within 
two different township areas. One of the committees has twenty active members and 
they hold meetings twice a month and the other health committee has ten active 
members and they meet once a month. 
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The members in three of the health committees received training through NMMU in 
2010. The fourth health committee had all of its members co-opted by its health facility 
management, after the training process had taken place. According to the facility 
manager, all of the committee members who were trained in 2010 decided to leave the 
health committee apparently due to lack of a stipend payment or incentives. The matter 
was reported to the MEC for Health. New committee members operate under the 
authority or jurisdiction of the Provincial policy guidelines. 
Most of the community health committee members are part of NGOs operating within 
their communities. The different NGOs and CBOs consist of HIV/AIDS based 
organisations, religious organisations, traditionally/culturally based organisations and 
schools. 
4.2.1 Relationship between facility managers and health committees 
When questioned about their working relationship, both the health committees and 
facility managers reported having a good working relationship. All four facility managers 
reported being present for the training and establishment process conducted by the 
university in 2010. Each one of the facility managers interviewed is aware of the NGOs 
represented in their health committee. They know each member within their facility’s 
health committee. The managers from all four health facilities indicate that they attend 
health committee meetings. They acknowledge that they are present as ex-officio 
members, as stipulated in the policy guidelines. In their absence they indicated that they 
have other staff members to attend and represent them in the meetings.  
The community health committees reported being officially introduced to the staff 
members within the health facility. All four health committees hold their meetings once a 
month and all four committees testify to visiting the clinics and being active when 
needed to in their health facilities. The committee members report coming into the 
health facilities once or twice a week or as often as they are called upon, to carry out 
their roles, by the community members or the health facility staff members. All four 
health facility managers, and the three community health committees, reported that all 
the basic resources needed for the functioning of these CHCs have been provided for 
by the health facilities’ management. These resources include computers, to type up 
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minutes, the telephone, to call up members for meetings, fax machines, stationery and 
the meeting venues. The resources that they are given to use belong to the health 
facility and are not owned by, or under the authority of, the community health 
committees. This is one of the main reasons that each community health committee 
states a strong relationship link between them and the health facility. They function well 
as a result of this supporting aspect. 
4.2.2 Challenges in the Functioning of CHCs 
Whilst health committees appeared to be able to access resources from the health 
facility, and enjoyed a healthy relationship with facility managers, there were a number 
of challenges that they faced.   
 Meeting times 
Since most of the community health committee members work and volunteer within 
NGOs, CBOs and different organisations, within their communities, the main 
challenge that all four of them report facing is in setting up meeting times. The times 
seem to clash with commitments that committee or staff members have. The most 
common solution among the committees is that of holding meetings late in the 
afternoon or even after office hours in some instances.  
 Attitudes of Staff and Committee members 
One of the committees reported to occasionally have bad attitude problems from 
both health facility staff members and health committee members. The facility 
manager states:  
“We tried from the start to explain the purpose of the health committee to staff 
members, so that they don’t see them as some kind of policemen or women who are 
here to just find fault with everything that they are doing, instead they should see 
them as a necessary partner in this service machinery. As such we find these 
attitudes as a challenge. I can say most of the committee members are humble 
people but some have been throwing their weight around and we have had to 
explain to them what is expected of them as a committee member. If we can 
manage the issue of attitudes, I’m sure we’ll have a better chance at success. 
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 Attendance of meetings 
All four health committees also have a problem with committee members who do not 
attend meetings. One of the facility managers notes: 
“There is also still some individuals who think that they will get benefits from 
coming to the committee and when they realise that they won’t they start missing a 
few meetings and because they have been trained we find it difficult to let them go.” 
Also related to the challenge above, some members from all four committees are 
unemployed and they report having trouble with coming to meetings due to lack of 
transport or money for transport. 
 Lack of Local Government councillor involvement 
Three of the health committees report having a working relationship with their ward 
councillors, even though none of the councillors have been part of their committee 
meetings. The fourth health committee has not had an involved ward councillor at 
all. The National Health Act (61 of 2003) stipulates the involvement of a ward 
councillor as a basic requirement for the operation of a community health committee, 
as such this aspect is still lacking. In her study, Boulle (2007:50) was noted saying 
that there was “. . . seemingly no support from the local government councillors.”, 
and as such this seems to still be a standing challenge in the NMBM. 
When questioned about the strengthening of health committees, one of the facility 
managers noted: 
“In terms of strengthening them, I think we have a challenge in terms of 
councillors. The councillors seem to be too busy to take these committees seriously 
and if they could actually avail themselves or even delegate somebody to represent 
them from their office to attend meetings where issues are being discussed as 
committees and where committees need to meet with the communities. If they could 
help them organise those general meetings with the community. If these guys could 
assist, it would help strengthen these committees. The committees need to get a 
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mandate from their communities before taking a decision on their behalf and to also 
give them feedback.” 
 
4.2.3 Improvements through the Functioning of CHCs 
Facility managers in their interviews indicated that they considered that patient 
satisfaction levels had improved since the health committees started operating after 
their election and training in 2010. This correlates with the study by Lwami and Petchey 
(2002), which concluded that facilities with health committees operated better than 
facilities without health committees. Facilities with the health committees in Peru 
recorded better client satisfaction than facilities without community health committees.  
Health facility managers and health staff members reported that quality assurance and 
moral standards are another aspect which the community health committees have been 
able to improve within health facilities, since their establishment in 2010. For example, 
two of the health committees organised a nurses day to honour them for the good 
services rendered and to thank them on behalf of the community. Two of the 
committees painted most parts of their clinics, such as the clinic doors, toilets and 
outside walls of the clinics. The committee members also helped with repairing furniture 
and fixtures around the facilities. Three of the committees have also organised for soup 
kitchens to be set up within their facilities. 
 All the work done not only helped boost the confidence, enthusiasm, and discipline of 
the health facility staff members but it also impacted the community members in a 
positive manner. Haricharan (2010) concurs in their study of community health 
committees in the Western Cape and states: 
“The research found that health committees play an important role in assisting 
and supporting clinics, as well as in raising awareness, assisting clinics in projects, and 
assisting patients in various ways including social ‘upliftment’.” 
4.3 The Four Roles of Community Health Committees 
The facility managers and community health committees are aware of the contents of 
the policy guidelines provided by the Department of Health for them. They are also 
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aware of the four roles set out for the health committees to fulfil. When asked if the 
guidelines and the roles were useful, all the committee members and facility managers 
agreed. When asked if more roles could be added, they stated that the current roles 
were sufficient and added that they need to work on perfecting the implementation of 
some of those roles. 
4.3.1 Advocacy 
With the advocacy role, CHCs are expected to advocate for the utilisation of their health 
facilities, to provide their communities with information on their health rights and 
responsibilities, to identify health related problems within their communities, for planning 
purposes and inform their health facility about the problem accordingly, as well as to 
foster partnerships with other community stakeholders.  
Examples of this role being carried out include the health committees independently 
having planned and implemented healthy lifestyle skills training within community 
schools and also conducted patient satisfaction surveys.  
 
A committee member in one of the township health facilities reported: 
“Last year we went to schools to introduce ourselves and we also went into the 
community because it was never done formally and so we took it on as our 
responsibility, as we are also supposed to do advocacy and social mobilisation around 
the issue of primary health care within our community. If there are any cases within our 
community that need to be referred to our facility we also do that. 
 
The patient satisfaction survey was sponsored by the Eastern Cape Health Department 
and it helped one of the health committees in identifying needs that patients had. For 
example, in the suburban health facility, patients thought that they had to pay in order to 
receive health care services and yet that was incorrect. The health facility management 
was able to give out the correct information, with the help of the community health 
committee. From the survey they were also made aware that the signage in the health 
facility was not sufficient and as such the task of putting up notice boards was allocated 
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to the health committee, as well as the information to be put up onto the notice boards 
was left to be decided on by the health committee.  
 
Some of the committees send out important notices from the clinics and into their 
communities. The notices include announcements about health campaigns that will take 
place, information on vaccination and changes in facility operations such as time 
changes and medical ward operation changes. They use platforms such as community 
newsletters, loudhailers and posters. Two of the health committees, one in a township 
area and one in the suburban area, also help to constitute support groups, as needed 
by the patients within their facilities. 
4.3.2 Oversight 
The role of oversight requires the health committees to oversee the delivery of the 
Primary health care services package, to monitor health indicators, to monitor opening 
and closing times, to monitor the resolution of complaints, to receive reports on the 
carrying out of their facility’s objectives and also to conduct regular visits to the facility. 
As stated in the section above, one of the health facilities has had a problem with staff 
member attitudes with regards to oversight but with good facility management support 
such issues have been dealt with appropriately.  
Examples of oversight implementation include that all four health committees sit for 
monthly planning meetings as recommended by the Department of Health’s policy. One 
of the health committees sits fortnightly.  
 
All four health committees witness the opening of complaint and compliment boxes in 
their health facilities. One of the health committee members’ states: 
“There are also complaint boxes within our facility whereby if clients have 
complaints they write them down and put them in the boxes. The boxes are opened in 
facility meetings and so one of us has to sit in those meetings and then attend to the 
complaint after the meeting. If the patient has to be contacted and given feedback it is 
done within 72hrs as the policy guidelines say.” 
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This oversight role corresponds with the findings in Willis and Khan’s findings (2009) 
which stated that the effect of health committees included increased effective 
community participation in issues of their own well-being and resulted in the faster 
handling of administrative issues. 
 
All the health committee members have a good relationship with the facility managers 
and they have them in attendance at all their executive meetings. The facility managers 
are ex-officio members and they required to report on the decisions taken in some of 
the facility staff and management meetings. They also serve to provide for health 
targets for the clinics and the measures being put in place to achieve these targets.  
One of the health facility managers reports also giving their monthly statistics 
information to their health committee. From the facility managers reports the health 
committees have been able to assist in planning of campaigns such as HIV/AIDS, 
Diabetes and TB Awareness campaigns. 
 
All the health committees report to only visit their health facilities when necessary. This 
is due to the fact that none of the community health committees have an office in the 
health facility. One of the committee members’ states: 
“I think our work in the clinic in terms of our guidelines, service delivery is 
rendered with very little working space, especially when the people in our community 
have problems and want to talk to us. It is also impossible to have the working of the 
committee at the clinic on a daily basis because of that. We did draft a plan whereby 
one committee member would come in on a daily basis, to take turns but that did not 
work out because we had really big problems.” 
 
Two of the health committees have also recognised the good work of their medical staff 
and organised gifts for them. Another two health committees have also ensured the 
improvement of conditions in the facility waiting areas and in specific health wards, such 
as psychiatric and tuberculosis wards. 
 
One of the facility managers’ states: 
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“I must say that they are also not afraid to confront us because one day they 
came into my office and asked why people were leaving so early and if it was because 
we were now planning on closing up earlier and so I can say that they are taking up the 
role of oversight quite seriously. If you are not wearing your name tag as well, they 
won’t keep quiet; they need to know what is happening. They are gradually making an 
impact on how we do business.” 
4.3.3 Social Mobilisation 
The social mobilisation role requires health committee members to create awareness, 
coordinate and support health campaigns, as well as provide community members and 
patients with platforms to air their grievances, facilitate community meetings, and 
mobilise action on health hazards. 
All four community health committees report being fully involved in the campaigns 
hosted and planned by their health facilities and two of the committees have planned 
awareness and health campaigns independently. Below are examples of how the 
committees went about implementing their social mobilisation role: 
The Facility Manager from the CBD Community Health Committee reports: 
“Last year they planned a health outreach, whereby they were teaching people in 
the community about living a positive lifestyle even when you are HIV Positive. They 
had two or three ladies there who were sharing their testimony and disclosing their 
status. We as the staff just did HIV testing. They basically planned it all on their own.” 
A committee member from one of the township health facilities reports: 
“In terms of programs within the facility we do participate, in terms of TB 
programs, we get inside. I enjoy that. . . . . In campaigns we ran errands not really doing 
anything medical. Our main aim was being visible to the community attending.” 
Elaborating on the response above, the Facility Manager from the same clinic stated: 
“Some of these committee members are undermining themselves because they 
were giving health education. Some are from health organisations and they have been 
trained and as such they give out that information. In one of our bi-lateral meetings they 
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heard about certain training programs and they requested to be part of those trained. I 
don’t want them to undermine themselves. Their sub-committees are also working well.” 
So far, the community health committees have provided the platform for community 
grievances to be aired through the suggestion or complaint boxes found in the health 
facilities and one of the facility managers interviewed states: 
“In the process of our complaints management we have people coming into our 
facility that cannot read or write and so asking them to use a pen and paper to report 
their problem is a huge issue, unlike in the case of someone who has seen the light and 
is educated. The presence of the health committee has as such helped the community 
have a voice within the facility.” 
4.3.4 Fundraising 
The role of fundraising requires health committees to raise and manage funds and keep 
a record of all the money.  
None of the four health committees have implemented this particular role so far. None 
of the health committees have a functional fundraising policy or fundraising committee. 
One of the main reasons that they point out is that they all currently do not have a 
committee member with the expertise or training to head up the fundraising office. All 
four committees utilise the material resources provided within the health facility in order 
to do all their planned work. This is in contrast to the findings in research by Sohani 
(2005) which found that the health committees in Kenya helped in improving health 
facilities with regards to their decision making processes, concerning resource 
generation and financing. 
Community health committees have however continued to function effectively without 
an active fundraising element. When discussing the fundraising role, both, the facility 
managers and community health committee members indicated that it is a role that 
needs to be implemented as a matter of urgency. They are also aware that a lot of 
expertise and professionalism has to go into the implementation of this role. The 
committee members have suggestions on how the fundraising role can be implemented 
going forward into the future: 
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“We really cannot do anything without the funds. At one point we were even 
asked how much we have and we had nothing, not even a bank account where they 
could deposit the money. The department has to decide and allocate funds for health 
committees.” 
“I’m not sure if it would be possible to get private companies to sponsor the work 
within the clinic such as getting a patient transport system for the elderly to get to the 
clinic and home based care. This initiative has to be taken on by big conglomerates who 
say that “health is important to us” and it has to be taken on by able bodied individuals 
or companies. I think NMMU can also come on board and then train clinic committee 
members on topics such as project management and on how to write up proposals. All 
this is so that the focus can change from the facility and go onto the community in the 
future.” 
4.3.5 Challenges in fulfilling the Four Roles 
Below are some of the challenges that community health committees face in the MNBM: 
 Since all the health committees lack financial expertise, they all face a challenge 
when needing funding for projects or campaigns that they plan. 
 All CHCs report that another challenge that they have is the lack of infrastructure 
and resources, over which they have control. All of the health committees report 
needing office space, furnished with all the necessary stationery, with logos and 
machinery, e.g. fax machines, computers and telephones. One of the committee 
members states:  
“It goes back to us not having a budget allocation. We come into the clinic 
with our yearly plan and we have to hand it over to the facility manager, who has 
enough work already. If the department provided us with our own space, 
stationery and equipment, we would not have such a problem.” 
 All health committees report that they do not attend any health facility staff 
meetings and they view this aspect as a challenge that they have. They state that 
getting feedback from the facility manager, about the information shared during 
facility staff meetings, is not sufficient. They would like to get invited into the staff 
meetings and hear first-hand how their health facilities operate and what issues 
arise on a daily basis. One of the committee members states: 
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“The different organisations we belong to also expect a report from us 
about our functioning and we constantly have no progress reports since we are 
not always at the clinic. The nurses constantly give us a good report and we have 
to take their word for it since we are not around the clinic daily.” 
4.3.6 Summary  
Four health facility mangers and three community health committees were interviewed 
and they each confirmed knowing about the policy guidelines as well as its content. 
Each CHC reports having a good working relationship with their health facility. The 
committees are allowed to use their health facility’s resources and infrastructure and 
they are able to carry out their duties once or twice a week, which includes having their 
monthly meetings. Some of their challenges to date include trouble setting up meeting 
times, bad attitude from staff members or committee members, as well as lack of 
attendance from some of their members, including the local government councillor. 
Improvements since 2010 include higher levels of patient satisfaction and increased 
confidence and discipline from health facility staff members. With regards to their four 
roles, social mobilisation seems to be followed through rigorously by the committees 
and fundraising is carried out least satisfactorily. Some of the challenges faced by 
community health committees in carrying out their roles include their lack of 
infrastructure owned by them and their lack of a committee member with financial 
expertise. 
4.4 Conclusion 
From the data collected it is evident that the CHCs trained and established in 2010, 
firstly, understand the Policy guidelines on the establishment and functioning of clinic 
and community health centre committees. Secondly they understand the roles set out 
for them to fulfil and they are carrying them out with a healthy level of competence and 
understanding. There are a number of challenges that the health committees face but 
they do not outweigh the number of achievements carried out since starting in their full 
functioning in 2010/11. 
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CHAPTER 5 
CONCLUSIONS, LIMITATIONS AND RECOMMENDATIONS  
5.1 Conclusions  
The aim of this research report was to evaluate the functioning of community health 
committees within the NMBM since their training in 2010, with specific reference to their 
roles, as specified in the “Policy on the Establishment and Functioning of Clinic and 
Community Health Centre Committees” (2009). The content within the policy guidelines 
is reported to being the main reason that health committees have functioned well and 
competently in the NMBM to date.  
In summarising the findings, firstly it is evident that the functioning of legally compliant 
community health committees in the NMBM has brought about positive changes in the 
operations of facilities offering primary health care services. The changes include 
increased awareness of primary health care services within communities, the 
improvements made to infrastructure within health facilities, as well as the strengthened 
link or relationship between community members and the staff within health facilities, in 
the NMBM. 
The implementation of the Advocacy role has resulted in the distribution of relevant 
information from health facilities and into the community. The implementation of the 
Oversight role has been met by negative attitudes from some of the staff members in 
health facilities but after dealing with this challenge it has resulted in improved health 
service delivery and it has seen the effective resolution of patient grievances within 
NMBM communities. The implementation of the Social Mobilisation role has resulted in 
the support and implementation of health awareness campaigns by CHCs as well as the 
health education of community members by CHC members, who are community 
members themselves. 
This has seen the fulfilment of one of the Alma Ata Declaration’s (WHO, 1978) key 
principles, which states: 
“The people have the right and duty to participate individually and collectively in 
the planning and implementation of their health care.” 
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The main challenges that still need to be solved include the non-involvement of ward 
councillors in the committees, the negative attitudes of health facility staff members and 
community health committee members, that still disrupt the functioning of CHCs, the co-
ordination of meeting times and meeting attendance issues and the current inability of 
health committees to raise and manage funds independently.  
5.2 Limitations 
A limiting factor to this study is that the research was limited in number to four of the 48 
health committees that were established in 2010. Factors that supported this decision 
include that the study required data collected from fully functional health committees. 
The other factor was the accessibility of the committees to the researcher, mainly 
influenced by time and budget constraints. 
A more specific limitation to this study was the fact that the researcher was eventually 
unable to secure a focus group discussion with the fourth health committee, even 
though an interview had already been conducted with the facility manager in that health 
centre. 
5.3 Recommendations 
Prior to providing recommendations, it is important to note that there are various 
stakeholders that hold the potential of aiding community health committees within 
NMBM. The driving force behind all the stakeholders to be involved will be the 
Department of Health. The DoH needs to solicit the involvement and support of all the 
stakeholders needed, in order to strengthen the sustainability of community health 
committees within the NMBM. 
Firstly, it is recommended that the DoH allocates a budget for the functioning of 
community health committees. The budget would involve the provision of resources 
such as infrastructure from which CHCs can function within health facilities, the 
provision of stationery and equipment such as personal computers, in order to type up 
important documents such as meeting minutes, plans of action, reports for the office of 
the MEC for Health and proposals related to fundraising campaigns, as well as 
information that could be given to patients and community members. The transport and 
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communication costs for the operation of health committee members also need to be 
addressed urgently. Starting off with the provision of the less expensive needs may lead 
to the streaming in of the resources needed for the larger requests. The community 
health committee members reported being keen on aiding the DoH as it relates to 
raising some of the necessary funds for their operational needs. One of the health 
committee members reports: 
“Since we do not have our own emblem it is very difficult to get funding, 
especially since we are not the Department of Health, just representatives of the 
community. We were planning a Diabetes program and we approached a Spar manager 
and they could not assist us since we had no letterhead and as such we cannot go 
back. I think the department should have a budget for health committees because it will 
mean we have our own letterhead or emblem and when we go out there we will gain 
recognition. We currently have a letter drafted for Vodacom but we fear that there might 
be a problem again.” 
To support the above action, it is also recommended that ECDoH solicits the support of 
educational institutions such as NMMU in order to render capacity building services to 
community health committees. Community health committee members could firstly be 
trained with regards to fundraising and financial management skills.  Other educational 
material could include operational government health policies, new governmental health 
policies, as well as current health issues. Marketing skills are also central to the 
operations of health committees and it can also be an expertise to develop among 
them. These topics will aid new health committee members function effectively and it 
will assist the health committee when interacting with the health facility staff members 
and the community members that they represent. 
One of the facility managers interviewed stated that: 
“They have an infrastructure problem, especially when it comes to visibility issues 
and to bridge gaps where we cannot see, even if they just have a container. There are 
also transport issues because I constantly have to leave the service to take them to 
meetings, so maybe a stipend would help with this challenge.” 
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Thirdly, it is recommended that the Department of Health and relevant political parties 
should require reports from the office of every Ward Councillor who has a community 
health committee operating within their ward area. Disciplinary sanctions need to follow 
their failure in executing this aspect of service delivery. This will potentially aid in 
preventing the non-attendance of health committee meetings by ward councillors within 
the NMBM. 
Community health committee members indicated the need to be guided and mentored 
while carrying out their mandate within health facilities and in their communities. 
Receiving feedback on their work from those in authority in the DoH seems to be what 
the health committee members are lobbying for the most. It is thus recommended that 
the Eastern Cape Health Department makes planned quarterly visits to the 48 health 
facilities with health committees. Initiating more regular health district and sub-district 
forums would also enhance the implementation of this request. It is believed that this 
monitoring and evaluation element will not only encourage health committee members 
to work hard at meeting their goals but it will also establish confidence in the DoH by 
community health committee members.  
Another one of the facility managers interviewed stated that: 
“It will be very difficult for us to sustain these committees if they feel that they are 
not getting any support from the District management in the Department of Health.” 
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ANNEXURE 1 
Individual Interview Questions 
 Their working experience with health committees? 
 Challenges that they have found with the functioning of CHCs? 
 What improvements would they say has been brought about by the 
establishment of health committees within NMBM communities and in health 
administration in general? 
 Suggestions to strengthen health committees’ functioning and their 
sustainability? 
Focus Group Discussion Questions 
 Would ask group to discuss their work? 
 Would ask them what makes a CHC work well? 
 Would ask about factors that bring about disruption in the functioning of CHCs? 
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 What are some of their achievements to date, as it relates to their roles of 
Advocacy, fundraising, social mobilisation and oversight. 
 What has been challenging in carrying out your roles optimally? 
 What suggestions could improve their functioning as a health committee? 
 
 
 
 
 
 
 
 
ANNEXURE 2 
Department of Health- Letter of Approval 
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ANNEXURE 3: RESEARCH METHODOLOGY 
Application for Approval NMMU Research Ethics Committee (Human) 
(Annexure 1 to 5) 
METHODOLOGY 
This guided research report, on determining the effectiveness of health committees in 
Nelson Mandela Bay, will be compiled using the qualitative research method. This 
research approach fosters the emergence of various themes and perspectives within 
research findings and also for the participants in the study (Henning 2004: 5). Henning 
(2004:5) also states that: 
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“when we refer to “qualitative” research, we are using the term that denotes the 
type of inquiry in which the qualities, the characteristics or the properties of a 
phenomenon are examined for better understanding and explanation.” 
McMillan and Schumacher (1993), in describing qualitative data analysis, state that it is: 
“Primarily an inductive process of organizing data into categories and identifying 
patterns (relationships) among the categories”  
The above description aligns well with the purpose of this research report in that its 
main purpose is to evaluate the effect that community health committees have had, in 
the health status and health lifestyle change within Nelson Mandela Bay Municipality’s 
(NMBM) communities, since their establishment in 2010, as well as to determine the 
extent to which they have been carrying out their roles as stipulated in their constitution, 
the policy guidelines on their establishment as well as in their training manual (2010). 
One of the techniques that will be used for data collection for the purpose of this study 
will be that of conducting in-depth, standardised survey interviews. Holstein and 
Gubrium (2004) state that conducting interviews has become one of the most 
conventional ways used in order to put information together. They state that interviewing 
provides a way of gathering experiential data about the societal world by asking people 
to speak about their lives, or work, as in the case of this research (2004). A survey 
interview is mainly categorised as a standardised interview. Set out in detail, the 
process requires the interaction between an interviewer and a participant whereby: 
  “The interviewer must shake off self-consciousness, suppress personal opinion 
and avoid stereotyping the respondent.”  
Preferably this interview must be conducted in a confidential setting (2004). Holstein 
and Gubrium (2004) further support the use of this technique in this study by 
recognising that: 
  “Interview participants are practitioners in of everyday life, constantly working to 
discern and designate the recognisable and orderly features of the experience in 
question.” 
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Within the qualitative research methodology is found another method called Focus 
group research, which will also be utilized for the purpose of this research. Focus group 
research is a method in which data is collected through the interaction of a selected 
group of people, whereby informal group discussions are co-ordinated by a researcher, 
all in order to “focus” around a specific topic or problem (Wilkinson 2004: 177).  
A number of pre-determined questions will be used in order to direct the group’s 
discussion and the researcher would have formulated these questions prior to the 
group’s meeting. The focus group discussions will then be recorded and analysed using 
formalised techniques in order to ensure the validity and reliability of the research done 
(Wilkinson 2004: 177). 
 
 
 
 
 
 
ANNEXURE 4: CONSENT FORM 
NELSON MANDELA METROPOLITAN UNIVERSITY 
INFORMATION AND INFORMED CONSENT FORM 
 
 
RESEARCHER’S DETAILS 
Title of the research project Determining the effectiveness of health committees in Nelson Mandela Bay 
Reference number  
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Principal investigator 
Ms Nkhosivile Gumbi 
Address 
PO Box 77000  
Nelson Mandela Metropolitan University  
Port Elizabeth  
South Africa 
Postal Code 6031 
Contact telephone number 
(private numbers not advisable) 
0797722433 
 
A. DECLARATION BY OR ON BEHALF OF PARTICIPANT  Initial 
I, the participant and the 
undersigned 
 
(full names) 
  
ID number  
 
A.1 HEREBY CONFIRM AS FOLLOWS:  Initial 
I, the participant, was invited to participate in the above-mentioned research project   
that is being undertaken by Nkhosivile M. Gumbi 
From 
The Business and Economic Sciences Faculty, Development 
Studies Department 
of the Nelson Mandela Metropolitan University. 
 
 THE FOLLOWING ASPECTS HAVE BEEN EXPLAINED TO ME, THE PARTICIPANT:  Initial 
2.1 Aim:   
The investigators are studying the functioning of community health 
committees within Nelson Mandela Bay Municipality’s (NMBM) 
communities. 
  
  The information will be used to/for research purposes. 
2.2 Procedures:   I understand that I will be participating in a focus group discussion.   
48 
 
2.3 Risks: None   
2.4 Confidentiality:   
My identity will not be revealed in any discussion, description or 
scientific publications by the investigators. 
  
2.5 Access to findings: 
Any new information or benefit that develops during the course of the 
study will be shared as follows:  a copy of the guided research report 
  
2.6 
Voluntary participation / 
refusal / discontinuation: 
My participation is voluntary YES NO   
My decision whether or not to participate 
will in no way affect my present or future 
care / employment / lifestyle 
TRUE FALSE 
 
3. THE INFORMATION ABOVE WAS EXPLAINED TO ME/THE PARTICIPANT BY:  Initial 
Nkhosivile M. Gumbi   
in Afrikaans  English * Xhosa * Other  
and I am in command of this language, or it was satisfactorily translated to me by 
(name of translator) 
I was given the opportunity to ask questions and all these questions were answered satisfactorily. 
 
4. 
No pressure was exerted on me to consent to participation and I understand that I may withdraw 
at any stage without penalisation. 
  
 
5. Participation in this study will not result in any additional cost to myself.   
 
A.2 I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-MENTIONED PROJECT: 
Signed/confirmed at  on  2012 
 Signature of witness: 
49 
 
 
 
 
 
Signature or right thumb print of participant 
Full name of witness: 
 
 
B. STATEMENT BY OR ON BEHALF OF INVESTIGATOR(S) 
I,  Nkhosivile M. Gumbi declare that: 
1.  
I have explained the information given in this document to (name of patient/participant) 
and / or his / her representative (name of representative) 
2. He / she was encouraged and given ample time to ask me any questions; 
3. 
This conversation was conducted in 
Afrikaans  English * Xhosa * Other  
And no translator was used OR this conversation was translated into 
(language)  by (name of translator) 
4. I have detached Section D and handed it to the participant YES NO 
Signed/confirmed at  on  20 
Signature of interviewer 
Signature of witness: 
Full name of witness: 
 
 
C. DECLARATION BY TRANSLATOR (WHEN APPLICABLE) 
I,  (full names) 
ID number  
Qualifications and/or  
Current employment  
confirm that I: 
1. Translated the contents of this document from English into (language) 
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2. Also translated questions posed by  (name of participant) 
as well as the answers given by the 
investigator/representative; 
3. Conveyed a factually correct version of what was related to me. 
Signed/confirmed at  on  20 
I hereby declare that all information acquired by me for the purposes of this study will be kept confidential. 
Signature of translator 
Signature of witness: 
Full name of witness: 
 
 
   D IMPORTANT MESSAGE TO PATIENT/REPRESENTATIVE OF PARTICIPANT 
 
Dear participant/representative of the participant 
 
Thank you for your/the participant’s participation in this study.  Should, at any time during the study: 
 
- an emergency arise as a result of the research, or 
- you require any further information with regard to the study, or 
- the following occur 
 
 
 
 
 
 
 (indicate any circumstances which should be reported to the investigator) 
 
Kindly contact Nkhosivile M. Gumbi 
at telephone number 0797722433 
 
 
ANNEXURE 5: WRITTEN INFORMATION FOR PARTICIPANTS 
 
Faculty of Business & Economic Sciences 
NMMU 
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Tel: +27 (0)41 504-2483 
  Fax: +27 (0)41-504-xxxx 
E-mail Faculty Chairperson:   Janet.Cherry@nmmu.ac.za 
 
Date: May 2012   
Ref:  H12 BES DTS 010 
 
Contact person:  Nkhosivile M. Gumbi (email: s207063291@live.nmmu.ac.za )  
 
Dear Sir/Madam 
You are being asked to participate in a research study.  We will provide you with the 
necessary information to assist you to understand the study and explain what would be 
expected of you (participant). These guidelines would include the risks, benefits, and 
your rights as a study subject.  Please feel free to ask the researcher to clarify anything 
that is not clear to you.   
To participate, it will be required of you to provide a written consent that will include your 
signature, date and initials to verify that you understand and agree to the conditions. 
You have the right to query concerns regarding the study at any time. Immediately 
report any new problems during the study, to the researcher.  Telephone numbers of 
the researcher are provided.  Please feel free to call these numbers.    
Furthermore, it is important that you are aware of the fact that the ethical integrity of the 
study has been approved by the Research Ethics Committee (Human) of the university 
and the South African Department of Health. The REC-H consists of a group of 
independent experts that has the responsibility to ensure that the rights and welfare of 
participants in research are protected and that studies are conducted in an ethical 
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manner.  Studies cannot be conducted without REC-H’s approval.  Queries with regard 
to your rights as a research subject can be directed to the Research Ethics Committee 
(Human), Department of Research Capacity Development, PO Box 77000, Nelson 
Mandela Metropolitan University, Port Elizabeth, 6031. If no one could assist you, you 
may write to: The Chairperson of the Research, Technology and Innovation Committee, 
PO Box 77000, Nelson Mandela Metropolitan University, Port Elizabeth, 6031. 
Participation in research is completely voluntary.  You are not obliged to take part in any 
research. If you do partake, you have the right to withdraw at any given time, during the 
study without penalty or loss of benefits. Although your identity will at all times remain 
confidential, the results of the research study may be presented at scientific 
conferences or in specialist publications.  
This informed consent statement has been prepared in compliance with current 
statutory guidelines. 
 
Yours sincerely 
 
Nkhosivile M. Gumbi 
RESEARCHER 
 
 
 
ANNEXURE 6: ORAL INFORMATION FOR PARTICIPANTS 
Contact Person: Health Facility Manager 
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Firstly, information will be given about the purpose of the study as well as about the 
techniques that will be used for data collection in this study, which will be that of 
conducting in-depth, standardised survey interviews. Professional nursing staff, from 
each of the health facilities, will be preferred candidates with regards to participating in 
this aspect of the research. Consent forms, accompanied by preamble letters, will be 
handed out to the proposed participants. 
Following the above information, will be an invitation for health committee members to 
participate in focus group discussions. It will be made known to them that focus group 
research is a method in which data is collected through the interaction of a selected 
group of people, whereby informal group discussions are co-ordinated by a researcher, 
all in order to “focus” around a specific topic or problem and in this case, it will be with 
regards to the functioning of each health committee from the year 2010 to date. 
Consent forms, accompanied by preamble letters will also be sent out, following this 
verbal invitation. 
 
 
 
 
 
 
 
 
 
ANNEXURE 7: INSTITUTIONS PERMISSIONS 
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• PO Box 77000 •  Nelson Mandela Metropolitan University 
• Port Elizabeth • 6031 • South Africa •  www.nmmu.ac.za 
 
 
 
 
 
3 June 2012 
Re: Ms N Gumbi, Student number s207063291 
Dear Sir/Madam 
Ms Gumbi is registered as a Masters student in Development Studies at this university. 
Her topic of study is Determining the Effectiveness of Health Committees in Nelson 
Mandela Bay. 
Your assistance to Ms Gumbi in conducting this valuable research will be much 
appreciated. Your participation in this research is entirely voluntary. Your name will be 
kept completely confidential at all times. Records will be kept by Ms Gumbi throughout 
the duration of the study, including a signed consent form if you agree to participate. 
These records will be destroyed after the completion of the study. 
If there is any further information you require in this regard, please do not hesitate to 
contact me at the above telephone number/email address. 
Yours sincerely 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Dr Janet Cherry 
Department of Development Studies 
Nelson Mandela Metropolitan 
University  
South Campus 
Port Elizabeth South Africa 
6031 
 
Tel: +27(0)41 504 2483 
Fax: +27(0)41 504 2826 
E-mail: Janet.Cherry@nmmu.ac.za 
 
55 
 
Dr Janet Cherry 
Senior Lecturer and Module Co-ordinator 
Development Studies Department 
 
